MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFPARTMENT OF PUBLIC HEALTH AND WELFAREK

DO ROT WRITE
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USE BLACK INK
0
TYPEWRITER RIBBON

INSTEAD OF

SHOULD READ

DOCUMENT

ITEM NO.

BY AFFIDAVIT OF

- D
a. COUNTY

Yackaon

2. USUAL RESIDENCE (Where docezsad lived.

a. STATE ﬂl-

If institution: Residence before

Qackaon

* b, COUNTY admission)

1OWN Kansaa Cufq

b. CITY (If outiide corporats limits, give TOWNSHIP only)

<. CITY
OoR
TOWN

Length of stey in 1b

50 yra,

Kansas City

Inside Limits

Yng Ne O

¢. FULL NAME OF {If NOT in hospital, give locarion}
HOSPITAL OR
INSTITUTION

6023 {aat 164h Street

d. STREET
ADDRESS

Insidde Limirs

Yaag Ne [

6023 Last 16th Street

(If cdtside, give location) Reside on Farm

Yos [0 Noyjg

3. NAME OF DECEASED
Type or print)

First

Delia

Middle

{thed

Last

Fain

4, DATE Month

O
oBi Decembes 4,

Day

196

Year

5. SEX 6. COLOR OR RACE 7.

female caucasian

Widowed [J

Married X Never Married
Divorced [J

8. DATE OF BIRTH

3/7/1895

9. AGE {lasr birthday)

68

IF UNDER 1 YEAR
Montha Days

IF UNDER 24 HR-
Hours - | Min.

10a. USUAL OCCUPATION (Give kind of work dane

during most of working life, aven if retired)
Seanitress

10b.

Cowden Mg, Co,

KIND OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY

UA

13s, FATHER'S NAME

h Robbina

13b. MOTHER'S MAIDEN NAME

Amanda Dorram

Cozad, Nebz.

14. NAME OF HUSBAND QR WIFE

Mnefum?afm.&

34

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknown} I {If yes, give war or dates of asrvi

COfAL CCotBTY KA | |7,

INFORMANT

Lealie &, Fain Sz, 6023 £,

16th K,.C, .Mo.

PART I. DEATH WAS CAUSED B

IMMEDIATE CAUSE (2)

Conditlony, if any, DUE TO (b)

18. CAUSE OF DEATH {Enter only one ceuse per line for (a), (b), and (c).

INTERVAL BETWEEN
ONSET AND DEATH

-

which gave rise to
above cause (a},
stating the u
lying cause last.

DUE TO {c)

PART II.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminel
disease tondition glven in PART | (a)

PART 1. If deceassd war female was
there a pregnancy in last 90 days.

IE[ Yes l {J No | O Unknown

9. WAS AUTOPSY
PERFORMED
YES[] NO

20a. ACCIDENT  SUICIDE
0 O

HOMICIDE
a

20b. DESCRIBE HOW INJURY CCCURRED. (Enter nature of

njury in PART | or PART Il of itam 18.}

20c. TIME OF Hour Month, Day, Year
+ . INJURY m.
A B,

MEDICAL CERTIFICATION

2-0d. INJURY OCCURRED
WHILE AT WORK

1
NOT WHILE AT WORK [

20e. PLACE OF INJURY (e.g., in or sbout homs,
farm, factory, sreetr, offica bidg., etc.)

204. CITY, TOWN, OR LOCATION

COUNTY

h .
and last sow hie':. alive on

| attended the deceased from

. D-uth ‘occurred ot

m on the date atated above, and to the best of my knowledge, from the causes stated.

- SIGNATURE

He Uwens_ :

{Degree or titla)

22h. ADDRESS

[ &2

Z3c. NAME OF CEMETERY OR CREMATORY

M, Moria h Cemetery

22c. DATE S5IGNED

[State)

{ 2/ 6/63
74, FUNERAL DIRECTOR ADDRESS

Earp & Sona. 4707 Tnuman Rd,

K.C. ,Mo.

25. DATE RECD. BY LOCAL REG.

26. REGISTER'S SIGNATURE : .




STATEMENT. BY LICENSED EMBALMER

i hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - Studen! Embalmer No.

working under. my personal supervision. . . 8’m_
Student Signed ] Qe w 7

Signature of Student Embalmer .
Licensed Embalmer No ‘/b 2 9\

P. Q. Address, /{ C./. /_/a-

'Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revacation of license).

If embalmed by a STUDENT, he alsa shall sign in his OWN handwrmng.

- 1f this body is not embalmed fact should be so stated above.”




